Introduction
When deep vein thrombosis is suspected clinically the diagnosis is correct in only half of all patients,'-' and the proportion is even lower in those presenting to physicians rather than surgeons.6 7 The clinical features do not distinguish those with from those without venous thrombosis,6 7 so some objective method of diagnosis is essential for accuracy of diagnosis and also for cost effective management. 5 These facts seem beyond dispute, but a recent survey of consultants in Scotland showed that 4700 of them were still diagnosing (or misdiagnosing) deep vein thrombosis clinically.8 From personal observation it is evident that the art of clinical misdiagnosis also thrives in England, even in major teaching centres. X ray venography has been considered the basic clinical tool for diagnosis and management decisions and the only acceptable method for the diagnosis of existing thrombosis,9 but those who use venography routinely tend to be regarded as mildly eccentric by many colleagues, clinicians and radiologists alike. This survey examined the impact of venography on the diagnosis and management of deep vein thrombosis in general medical patients.
Methods
The records of all patients admitted to a general medical firm of 20 beds over the seven years 1974-80 were examined. Referral and admission policies had not altered over this period but the policy for diagnosing deep vein thrombosis had. From 1974 to 1977 venograms had been performed in a minority (29"°) of patients, whereas in 1978-80 the diagnosis was never accepted or rejected without venography. All patients admitted with suspected deep vein thrombosis were identified. Those in whom pulmonary embolism was also suspected and those developing possible deep vein thrombosis after admission were excluded. Age, sex, factors predisposing to venous thrombosis (bed rest, oestrogens, neoplasm), results of venography if performed, final diagnosis, treatment, complications of venography or anticoagulants, and duration of stay in hospital were extracted from the case records. The results were examined by chi-square with Yates's correction.
Results
Admissions for suspected deep vein thrombosis did not vary appreciably in number over the seven years, with an average of seven patients (range 4-10) a year. Those It is worth considering briefly the penalties of diagnosing deep vein thrombosis inaccurately. If it is diagnosed when it is in fact absent, which seems to be the common error, the consequences include a prolonged stay in hospital and the considerable risk,11 12 inconvenience, and expense of unnecessary anticoagulant treatment. Anticoagulant treatment will be continued for longer than six weeks in 73% of patients and for longer than three months in 29%/.8 The misdiagnosis can have important implications for methods of contraception, for future pregnancies, and for any subsequent operation or illness that requires bed rest. Older patients without any predisposition to venous thrombosis may be subjected to extensive investigation because an underlying malignancy is suspected. Finally, further episodes of pain in the legs or chest will be regarded with deep suspicion, and repeated episodes may even lead to life long anticoagulation for venous thrombosis that never existed. Failure to diagnose deep vein thrombosis when it is in fact present appears to be an uncommon error in patients presenting in this way. The risks would be those of pulmonary embolism, extension of the thrombosis, and the postphlebitic limb.
In comparison the risks, inconvenience, and expense of using an objective method of diagnosis seem trivial. The main objection to the routine use of venography appears to be its invasive nature and the fear of serious adverse effects, but these are extremely uncommon5 9 and ought to be set against the much higher risk of serious bleeding during unnecessary anticoagulation."1 12 The only acceptable and thoroughly validated alternative to venography is the combination of a method that detects proximal thrombosis (ultrasound or impedence plethysmography) with I25I-fibrinogen uptake, which detects thrombosis in the calf. In expert hands such a combination has false positive and false negative rates of about 8%,' but it rarely misses the more dangerous proximal thrombosis.,5 Its main disadvantages are the need for three days to complete the investigation and the fact that the equipment and skill may not be available in all hospitals.
When examining a patient with suspected deep vein thrombosis general physicians should have the following facts in mind:
(1) The odds are 2:1 against deep vein thrombosis actually being present.
(2) Clinical evaluation does not change these odds. 
